MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63~0097
DEFARTMENT OF PUBLIC HEALTH AND WEL 9 '?9
Registration District No. __Lg_izynmaw Registration” District ND&M?_-_RQ@IS"OV’! No., é_ - STATE FILE NUMBER

DO NOT WRITE AME
ON THIS STUB NDED

B LEE ¥AR 2. USUAL REEIDENCE (Where doceased Hved. W inatitufion, Residence bafore
a. CQUNTY St.l.o-u a. STATE Hiaaourib. COUNTY Charimn -admission)
b. Cél: {If outside corporate limita, give TOWNSHIP only) Length of stay in Ib t. CCI)TY ] Irmtide Limirs
oW Richmond Heights. | TOWN Triplett - verdk Mo

‘c. FULL'NAME OF [If NOT in hospital, give location) Inside Limits d. STREET {If cutside,.give location) Reside on Farm
HOSPITAL OR ) ADDRESS .

INSTITUTION. 7728 Gissler Ave. Yés. [} Ne. D Yes T No (f
3. NAME OF DECEASED First Middle Last 4. DATE Month Dey Yeer
(Typs or print) LiNde ' Gaines s Febr wary 17, 1963
5. SEX 6. COLOR OR RACE 7. Married 1 Never Married [] |8. DATE OF BIRTH | 9. AGE {last birthday) | If UNDER'1-YEAR | IF UNDER 24 HR
FGMI_G White Widowed (¢ . Divorced (] 5/17 /]_87h 88 Months { Days | Howrs | Min.
10a. USUAL OCCUPATION (Give Xind of work-done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or tountry) | 12. CIT(ZEN OF WHAT COUNTRY,

e R BawATe T At Home Triplett Mo, . UeSe

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14,  NAME OF HUSBAND OR WIFE

L.SBruner Gertrude McAllister William P.Gaines

15. WAS DECEASED EVER IN U. S ARMED FORCES? 16, SOCIAL/SECURITY NO. |17. INFORMANT Address

~Qrville Gaines, 7728 Gissler Ave.

18. CAUSE OF DEA‘ITI {Enter only ona cause per line _| INTERVAL B EEN
PART I., DEATH WAS CAUSED BY: . OS5 EATH

V5 300
Rev. 4/59

TDATE AMENDED

MMMEDIATE CAUSE (s}

DOCUMENT

Conditions, if ary, ) DUE TO (b}
which gave rise to

sbove cause (a), ;
ing coune.lost, %/\LW\,L&
lying_ cause Iust DUE TO:{c) __~

1

PART 1I: OTHER SIGNIFICANT coNDmous commaumT@o’ DEATH but’ not related ‘to the. terminal PART 1il.  daceased was female was

. disease condition given in PART | ) “there. » pregnancy in last 90 d
i%ﬁﬂm’ - e ) Stoed. Gl L. [T ] &% | D vums
19, WAS AUTOPSY m..«AccE)E& SUIIC:I]DE HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury.in PART | or PART il of item 18.)

PERFORMED?
YES[]_ NO
20¢. TIME OF Hour . Month, Day, Year
T INJURY a.m. .
p.m.

20, TNIURY. OCCURRED 20e. PLACE OF TNIURY [e.g-, In or about home, 20F, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK 3 farm, factory, street, office bldg., ‘etc.)
NOT WHILE AT WORK [7] » . L /

/
2 ) ‘."‘“d’d the decsased from /7 é‘d N—#—/J,&—g—ﬂ ' A and last saw o, alive o L/ (o

Death occurred .t~ , : a:) Z—m on the date’ stated -abova, and-to.the best of my knowledge; from:the causes stated.

22b ADDR;’? ATl Kot GSIHSE W B3y Bhj [22c. DATE SIGNED
R ADUIS= 75 Mrgovr 6.

£ A
23c. NAME OF CEMETERY OR CREMATCRY + T 23d. LOCATION [City, tawn, or ‘county) Sure)

McCullough Cemstery Triplett,Moa

24. FUNERAL DIRECTOR ADDRESS ‘| 25. DATE RECD, BY LOCAL REG. |26, REGISTRAR'S SIGNATLIRE

Albert H.Hoppa, Ince.,4700 Washington Blwdp 2 —/9— & 3

i d Embalmei’s St  on. Reverse Sida}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

MEDICAL CERTIFICATION

USE BLACK INK
OR .
TYPEWRITER RIBBON

SHOULD-READ

BY AFFIDAVIT OF

"TTEM NO:




STATEMENT. 8Y LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by me,

. Student Embalmer No.

or by
working under my personal-s-ljbervision. ’ ’ }

Student

Signature of Student Embalmer

Licensed Embalmer No. SIS
_ P. O. Address’ fﬂﬁw

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to oomplv

Nofe:
with the above constitutes grounds for revocation of Ilcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

lf this body is not embalmed -fact should be so stated above.




